Introduction: Among people with opioid use disorder (OUD), stigma is a known barrier to accessing treatment and has negative impacts on physical and mental health. The purpose of this study was to understand the factors associated with self-stigma and perceived stigma severity among people with OUD entering an inpatient detoxification program. Methods: Between December 2015 and August 2016, consecutive persons seeking inpatient opioid detoxification were asked to complete a survey that included sociodemographic, drug use, treatment variables, an 8-item General Self-Stigma scale, and a 3-item Treatment Stigma scale. Correlates of stigma severity were estimated using ordinary least squares regression. Results: The 407 participants had an average age of 32.4 (AE8.79) years, with 72.2% male and 84.5% non-Hispanic White. Two-thirds had ever received medication-assisted treatment for OUD and 323 (79.4%) had ever been admitted to a detoxification program. Adjusted mean General Self-Stigma scores were positively and significantly associated with recent injection drug use (b ¼ 0.262, P ¼ 0.032), and having previously entered detoxification programs (b ¼ 0.330, P ¼ 0.016). Adjusted mean Treatment Stigma scores were positively and significantly associated with years of education (b ¼ 0.142, P ¼ 0.002), having ever been prescribed naltrexone (b ¼ 0.277, P ¼ 0.025) and having previously entered detoxification programs (b ¼ 0.389, P ¼ 0.007). Conclusion: People with OUD presenting for inpatient detoxification struggle with experiences of self and perceived stigma. Strikingly, people with previous detoxification program admission had higher levels of stigma on both scales. Our findings suggest an opportunity for targeted intervention in this group.
T he United States is currently facing an opioid crisis: in 2015, 33,091 people died from opioid-related overdose-a greater than 200% increase in the rate of opioidrelated overdose deaths since 2000 (Rudd et al., 2016a (Rudd et al., , 2016b . There are efficacious treatments for opioid use disorder (OUD); however, according to the National Survey on Drug Use and Health, of the 2.5 million Americans 12 years and older who misused or were dependent on opioids in 2012, fewer than 1 million received treatment with methadone, buprenorphine/naloxone, or naltrexone (Volkow et al., 2014) . Entry into a detoxification program can be a first step toward a period of prolonged abstinence when it is associated with linkage to medication-assisted therapies (MATs) (Mark et al., 2002; Carrier et al., 2011; Bailey et al., 2013) ; however, detoxification itself is not a first-line treatment for OUD owing to poorer outcomes compared with MAT (Luty, 2003; Strang et al., 2003; MacArthur et al., 2012) , nor is admission to detoxification required before initiation of MAT. Despite this, many Americans are accessing care for OUD in locales where MAT has traditionally been inaccessible-in inpatient settings including detoxification units or residential treatment settings, and in self-help groups (Saloner and Karthikeyan, 2015) .
Stigmatization is the act of applying stigma, or labeling an individual as disgraceful or unworthy in response to a perceived flaw or negative characteristic (Gilmore & Somerville, 1994) , and it is among the most common reasons that people with substance use disorders do not initiate treatment or do not maintain treatments that allow for periods of sustained abstinence (Grant, 1997; Keyes et al., 2010; Wallhed Finn et al., 2014; Probst et al., 2015) . Stigma has also been associated with negative mental and physical health consequences among people with substance use disorders (Link et al., 1997; Ahern et al., 2007) . Various types of stigma have been described. Enacted stigma is the experienced discrimination that comes with membership in a particularly stigmatized group such as those with a diagnosis of OUD (van Brakel et al., 2006) . Perceived stigma describes what a member of a stigmatized group believes others think about that group; for instance, when a person who uses drugs senses negative public attitudes about the need to get treatment (van Brakel et al., 2006) . Self-stigma refers to negative thoughts and shame that emerge from identification with a stigmatized group (van Brakel et al., 2006) .
It has been well-documented that persons with substance use disorders face stigma from healthcare providers (van Boekel et al., 2014 (van Boekel et al., , 2015 , family members (van Boekel et al., 2015 (van Boekel et al., , 2016 , and the general public (van Boekel et al., 2015) , which may lead to treatment avoidance or dropout from ongoing treatment. One qualitative study of people with OUD in China who were treatment-naïve revealed a strong desire for treatment, but intense fear of perceived stigma (Lembke & Zhang, 2015) . Yet, little has been written about stigma among those presenting for opioid detoxification in the United States.
Given the ongoing opioid crisis and the known pernicious effects of stigma, the purpose of this study was to understand the factors associated with perceived and selfstigma among people with OUD entering an inpatient detoxification program. We hypothesized that those who reported higher levels of perceived and self-stigma would be less likely to report previous detoxification program use or prior MAT. We also hypothesized that persons who were currently injecting drugs would report greater perceived and self-stigma than those who were not.
METHODS
Between December 2015 and August 2016, consecutive persons seeking inpatient opioid detoxification were approached at the time of admission to Stanley Street Treatment and Resources, Inc. (SSTAR) in Fall River, Massachusetts, to participate in a survey research study. SSTAR's detoxification program provides evaluation and withdrawal management using a methadone taper protocol, individual and group counseling, and aftercare case management with referrals to MATs, and has a mean length of stay of 4.9 days.
Of patients admitted to SSTAR during the recruitment period, 457 were opioid users who were 18 years or older, English-speaking, and able to provide informed consent as approved by the Butler Hospital Institutional Ethics Review Board. Twenty-three refused study participation or were discharged before staff could interview them. The remaining 434 persons completed a nonincentivized, face-to-face interview administered by nontreating research staff that required approximately 15 minutes, and 407 provided responses to all the measures of interest and constitute the study sample.
Sociodemographic variables included age, sex, race/ ethnicity, and years of education. Recent injection drug use was defined as having injected drugs in the past 30 days. Treatment access variables included having ever been prescribed methadone maintenance therapy (MMT), buprenorphine/naloxone or naltrexone (oral or extended-release); having ever accessed detoxification; and having accessed a primary care provider in the past year.
Our outcome of interest was stigma severity. Because we were interested in self-stigma and perceived stigma that may lead individuals to avoid treatment, we adapted the General Self-Stigma Subscale and the Treatment Stigma Subscale from Kanter Depression Self-stigma Scale. These scales been found to have good content validity, construct validity, and internal consistency (Kanter et al., 2008; Brohan et al., 2010) . The General Self-stigma Subscale measures personally relevant stereotype awareness and thus internalized shame. The Treatment Stigma Subscale measures stigmatizing attitudes about receiving treatment (perceived stigma), which in clients presenting for treatment would also reflect internalized shame (self-stigma). For all questions, we substituted ''I use drugs'' for ''I am depressed.'' For instance, we changed ''Others think I am not worth the investment of time and resources because I am depressed'' to ''Others think I am not worth the investment of time and resources because I use drugs.'' Questions included in each subscale are listed in Table 1 . We shortened the General Self-stigma Subscale from 9 items to 8 (maximum score 56) and the Treatment Stigma Subscale from 4 items to 3 (maximum score 21). Internal consistency reliabilities are 0.826 and 0.688 for the General Self-stigma Subscale and the Treatment Stigma Subscale, respectively, with higher scores indicating greater stigma.
Additionally, we conducted an auxiliary analysis evaluating the association of stigma with measures of mental and physical health. To do so, we used the Patient Health Questionnaire-2 depression screen (Kroenke et al., 2003) and the first item of the 12-Item Short Form Survey (Ware et al., 1996) , which asks, ''In general, would you say your health is excellent, very good, good, fair, or poor,'' and serves as a selfrating of general health.
We present descriptive statistics to summarize the characteristics of the sample. Associations were estimated using ordinary least squares regression. All continuous variables were standardized to 0 mean and unit variance before estimation. The reported regression coefficients are fully standardized for continuous correlates, and y-standardized for categorical correlates. Tests of significance were based on the Huber-White variance estimates, which are robust to heteroscedasticity. We focus our presentation of results on the adjusted associations and only describe unadjusted associations if they are discrepant. We also report product-moment correlations as an auxiliary analysis exploring the association of general self-stigma and treatment stigma with indicators of self-rated physical health and depressive symptoms. Receiving treatment for drug use carries social stigma (mark of shame, a black mark) People will see a person in a less favorable way if they come to know he/she received treatment for drug use It is advisable for a person to hide from people that he/she has been treated for drug use
Adapted from Kanter et al., 2008 .
RESULTS
Participants averaged 32.4 (AE8.79) years of age, 72.2% were male, 88.2% were White, 3.7% were African-American, and 8.1% were of Hispanic ethnicity (Table 2 ). Race/ethnicity was dichotomized to contrast non-Hispanic Whites to all ethnic/racial minorities in subsequent analyses. Mean educational attainment was 11.9 (AE1.70) years. Most (94.3%) reported heroin was the drug for which they were receiving detoxification; only 5.7% said they were in detoxification for other opioids. Mean number of heroin-use days in the past 30 days was 25.4 (AE8.88) days, and 70.5% had injected drugs in the past 30 days. Also, 41.5%, 41.8%, and 13.8% reported they had ever been in methadone, buprenorphine/naloxone, or naltrexone treatments, respectively; 275 (66.6%) had ever had any MAT for opioid use and 323 (79.4%) had ever been admitted to a detoxification program. Just over half (52.6%) of the participants had seen a primary care physician in the past year. Mean scores on the General Self-stigma and Treatment Stigma Subscales were 31.6 (AE10.0) and 12.3 (AE4.43), respectively.
Persons who reported recent injection drug use had significantly higher adjusted mean General Self-stigma Subscale scores (b ¼ 0.262, P ¼ 0.032) than those who had not recently injected (Table 3) . Adjusted mean General Selfstigma Subscale scores were also significantly higher (b ¼ 0.330, P ¼ 0.016) among persons with a prior history of entering detoxification programs. Other evaluated correlates were not associated significantly with stigma severity on the General Self-stigma Subscale.
Higher Treatment Stigma Subscale scores were positively and significantly associated with years of education attainment (b ¼ 0.142, P ¼ 0.002) ( Table 3 ). Adjusted mean Treatment Stigma Subscale scores were also significantly higher among persons who had ever been prescribed naltrexone (b ¼ 0.277, P ¼ 0.025) and among persons who had previously entered detoxification programs (b ¼ 0.389, P ¼ 0.007). Unadjusted mean Treatment Stigma Subscale scores were significantly higher among persons who reported recent injection drug use (b ¼ 0.312, P ¼ 0.006) and for persons who had been prescribed buprenorphine/naloxone (b ¼ 0.258, P ¼ 0.008), though these associations were attenuated and not statistically significant at conventionally accepted levels after controlling for the other covariates included in the multivariate regression model.
Examination of the association of the General Self-stigma and Treatment Stigma Subscales with indicators of perceived general physical and psychological health revealed higher General Self-stigma Subscale scores were associated significantly with lower perceived general physical health (r ¼ À0.21, P < 0.001), though Treatment Stigma Subscale scores were not (r ¼ À0.08, P ¼ 0.114). General Self-stigma Subscale scores were associated positively and significantly with Patient Health Questionnaire-2 depression (r ¼ 0.36, P < 0.001), as were Treatment Stigma Subscale scores (r ¼ 0.14, P ¼ 0.004).
DISCUSSION
General Self-stigma and Treatment Stigma Subscale scores were significantly higher among persons with a prior a All continuous variables, including disclosure concern and general stigma, were standardized to 0 mean and unit variance before analysis. The reported regression coefficients are fully standardized for continuous correlates, and y-standardized for categorical correlates. Tests of significance were based on the Huber-White standard errors which are robust to heteroscedasticity.
IDU, injection drug use; MMT, methadone maintenance therapy.
J Addict Med Volume 12, Number 1, January/February 2018 Correlates of Stigma Severity Among Persons Seeking Opioid Detoxification ß 2017 American Society of Addiction Medicine history of accessing detoxification care, which was not in keeping with our original hypothesis. This finding may be mediated by enacted stigma-individuals who previously attended detoxification may have experienced discrimination from healthcare professionals, employers, or relatives related to the admission of opioid use and as a result had an increased sense of self and perceived stigma. Stigmatizing attitudes held by healthcare providers are well-documented (van Boekel et al., 2014 (van Boekel et al., , 2015 . Semple et al. (2005) found that enacted stigma was positively associated with treatment history among a sample of methamphetamine users. Unfortunately, we did not measure enacted stigma in our study, and therefore cannot confirm this possible explanation. Another possible explanation for these unexpected findings may lie in the fact that these opioid users were careseeking (presenting for detoxification) and not communitydwelling. We believe that opioid users who have previously attended detoxification may experience an increased sense of self and perceived stigma due to a belief that previous detoxification treatments have failed.
A final possible interpretation of these findings is that higher stigma may motivate people who use substances to seek treatment. This interpretation is not supported by the literature; stigma has consistently been found to be a barrier to treatment for community-dwelling people who use substances (Grant, 1997; Keyes et al., 2010; Wallhed Finn et al., 2014; Lembke & Zhang, 2015; Probst et al., 2015) ; stigma severity has also been consistently associated with lower perceived mental and physical health (Link et al., 1997; Ahern et al., 2007) . Our auxiliary analysis confirmed that in our sample, higher General Self-stigma Subscale scores were associated with higher depression and lower general health scores.
Treatment Stigma Subscale scores were significantly associated with a history of being prescribed naltrexone, but not with other MATs. This finding is interesting, given that previous studies have shown that clients enrolled in methadone maintenance programs reported high degrees of perceived and enacted stigma (Conner; Earnshaw et al., 2013; Lindgren et al., 2015) . To our knowledge, however, no studies have examined the role of stigma in clients' choice of naltrexone compared with other therapies, nor clients' experiences of stigma while taking naltrexone. It may be that participants with higher self-stigma chose naltrexone over other therapies for OUD to avoid the stigma associated with opioid agonist therapy, which is often perceived as ''substituting'' one addiction for another. This may be a bias in our results overall, given that detoxification is not necessary for starting methadone or buprenorphine, and therefore those presenting for opioid detoxification may have higher self and perceived stigma compared with those presenting directly for MAT. Alternatively, given that naltrexone is indicated for both OUD and alcohol use disorder, those clients may have compounded shame associated with using both substances. Again, we do not have data to confirm these speculations, but these findings merit further investigation.
Persons who reported recent injection drug use had significantly higher General Self-stigma Subscale scores than those who had not recently injected. This finding is not surprising, given the known stigmatizing attitudes held by healthcare professionals regarding injection drug use (McLaughlin & Long, 1996; Chan et al., 2008; Decety et al., 2010) , and also stigmatization of this route of drug administration among drug users themselves (Flom et al., 2001) .
Finally, higher Treatment Stigma Subscale scores were positively and significantly associated with years of education attainment. There are few studies to our knowledge relating stigma severity to educational attainment or socioeconomic status. It is possible that opioid use may be particularly stigmatized among people of higher socioeconomic status.
Our study has limitations. The scales used in this study were adapted from (Kanter et al., 2008) , who were studying depression, and have not been validated in substance-using populations (Kanter et al., 2008) . Adaptations of mental illness scales, however, are common in this literature (Kulesza et al., 2013) , given the absence of widely used substance use stigma scales. For this study, internal consistency reliabilities of the General Self-stigma Subscale and the Treatment Stigma Subscale were 0.826 and 0.688, respectively. The latter may be considered moderately low; however, we note that alpha is affected not only by the degree to which items are correlated, but also by the number of items. Second, our study population was primarily male and White, which may have led to lower stigma scores, considering known effects of sex and race on stigma severity (Semple et al., 2005; Keyes et al., 2010; Brown, 2011; Kulesza et al., 2016) . We, however, expect that this would bias our results toward the null. We do not have data on participants' past nonpharmacologic treatments for OUD such as Narcotics Anonymous or other forms of counseling, which may impact stigma. Additionally, most (94.3%) of the participants in our sample said that heroin was the drug for which they were seeking detoxification. The homogeneity of this sample limits our ability to determine if stigma would vary by type of opioid used, and this merits further exploration. Finally, we did not conduct a structured interview to verify the diagnosis of OUD in those presenting for opioid detoxification; however, we feel confident that those included in the study reflect a population of individuals with at least moderate-to-severe OUD, given that 70.5% had injected drugs in the past 30 days, mean heroin-use days in the past 1 month was high, and two-thirds had previously accessed MATs.
CONCLUSIONS
Our findings suggest that opioid users presenting for inpatient detoxification continue to struggle with experiences of self and perceived stigma. Although stigma may be a barrier to accessing a first episode of substance use treatment-which is not the subject of this analysis-it appears that higher stigma is associated with previous detoxification program admissions. Given that stigma is associated with negative mental and physical health consequences among people with substance use disorders (Link et al., 1997; Ahern et al., 2007) , our findings represent an opportunity for targeted intervention. A recent systematic review of interventions to address stigma among substance-using populations found that self-stigma can be reduced through therapeutic interventions such as group-based acceptance and commitment therapy
